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Self-Reported Social and Emotional Impact of
Urinary Incontinence
 






Incontinence-specific and generic measures
of well-being were regressed on potential predictors to
identify incontinent respondents at risk for psychosocial
distress and to understand the relationship between urinary










Telephone interviews as a supplement to a na-




Analyses were based on 1,116 conti-





the extent to which urine loss restricted social activities or af-
fected their feelings about themselves. All respondents were
asked whether they felt depressed, lonely, or sad. Covariates
included sex, age, race, education, social desirability, health




The majority of incontinent respondents re-
ported that urine loss did not restrict activities or diminish
self-esteem. Incontinent respondents who were younger,
male, less educated, lower in social desirability, in poorer
health, or losing greater quantities of urine were more likely
to report psychosocial distress, although these correlates
were not consistently significant. Compared with continent
respondents, significantly higher percentages of incontinent
respondents reported feeling depressed, lonely, or sad. In
the multivariate models, incontinence retained an indepen-





Even though the direct psychosocial im-
pact of urine loss may be minor in many cases, UI is asso-
ciated with a constellation of physical and behavioral fac-
tors that can impose a social and emotional burden. This
suggests that UI cannot be adequately evaluated or treated
without consideration of the patient’s overall quality of
life. 
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umerous articles about urinary incontinence (UI) be-
gin with references to the high prevalence and nega-
tive consequences of involuntary urine loss. Among these
consequences, social isolation and psychological distress
are often mentioned. Indeed, the potential for UI to dimin-
ish social and emotional well-being seems obvious. The em-
pirical findings on this relationship are somewhat mixed,
however. Although some studies have suggested that UI has
a major impact on well-being, other studies conclude that









 In a 1996 review, we speculated that variation
in conclusions about the relationship between UI and well-





 One common strategy is to ask incontinent re-
spondents to self-assess the social and emotional impact of
urine loss. This is typically done by asking questions like,









Another strategy, which is less widely used, compares con-
tinent and incontinent respondents on more global mea-





 The distinction between these
two approaches parallels the contrast between condition-
specific and generic health-related quality of life measures.
Condition-specific measures tend to provide better dis-
crimination within disease groups and to be more sensitive
to change over time (because of greater content validity
and relevance to patients), whereas generic measures are
often more comprehensive in covering the multiple dimen-
sions of health status and allow comparisons to be made




Although there are exceptions, earlier studies that
asked incontinent respondents to self-assess the social and
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emotional impact of UI suggested the more-negative out-
comes, whereas studies that took the second approach
suggested the more-moderate claims. Several factors could
account for this pattern. First, the incontinent respondents
questioned about the consequences of the condition might
not have been representative of the larger population of
incontinent people, thereby confounding the analytic de-
sign with sample differences. For example, patient samples
could lead to an exaggerated assessment of the burden of
UI because treatment-seeking is likely to be motivated by
perceptions that the condition is problematic.
Second, without a comparison group, it is difficult to
interpret the level of distress reported by the incontinent
respondents. It is left to the researcher to decide whether a
finding that 35% of incontinent people worry about acci-
dental urine loss (for example) represents a major or a mi-
nor impact of UI on well-being. Third, respondents might
not be able to make valid self-assessments about UI. By
presenting UI as an appropriate reason for depression or
social withdrawal, direct questioning may lead respon-
dents to misattribute the cause of negative feelings and ac-
tions, thereby inflating the apparent effect of the condition.
Related to this, epidemiological studies that compare conti-
nent and incontinent respondents typically measure physi-
cal and behavioral factors that might explain or account
for a relationship between UI and psychosocial distress.
Two recent studies of UI included both condition-spe-





 However, these findings were limited to clinical
samples of incontinent persons. Aside from the survey re-
ported here, we are not aware of a study of the adult U.S.
population (middle-aged and older) that included both UI-
specific measures of psychosocial impact and generic mea-
sures of depression, loneliness, and sadness. Designing
such a study allowed us to evaluate the self-reported social
and emotional consequences of UI on the basis of the two





The data were collected through a supplement to the 
 
Sur-






) conducted at the Insti-




is a nationally representative telephone survey of adults in
the coterminous United States. Each month, a new Ran-
dom Digit Dialing (RDD) cross-section of approximately
300 respondents is interviewed. (In addition, about 200
reinterviews are conducted each month with respondents
from 6 months earlier.) All new RDD respondents age 40
and older were eligible for the supplement. The sample
was accumulated across 12 months, May 1994 through
April 1995, to provide enough cases for analysis. An addi-
tional year, May 1995 through April 1996, was devoted
to interviewing an oversample of African-American re-
spondents age 40 and older.
The supplement asked about general health, func-
tional limitations, UI and other bladder and bowel symp-
toms, health behaviors, and social and emotional well-being.
Continence status was determined through the question:
“Other than the few drops right after urinating, have you in-
voluntarily lost or leaked any amount of urine or been un-
able to hold your water and wet yourself during the past 6
months?” This question was preceded by an introduction
that acknowledged the difficulty of reporting UI and stressed
the need for accurate reporting: “The next questions may
not be easy to talk about, but they are very important for re-
search on health and aging. They are about the health condi-
tion called urinary incontinence. This occurs when people
lose or leak urine involuntarily or cannot hold their water
and wet themselves. Although some of these questions
may seem personal, we need the most accurate informa-
tion that you can give, and we appreciate your help in an-
swering them.” A follow-up question was also asked of re-
spondents who answered “no” to the UI question: “Because
this information is so important to research on health and
aging, I want to be sure that you understand that we need to
identify any urine loss, even a small amount or only on a
very few days during the past 6 months: Have you involun-
tarily leaked or lost any urine at all, other than a few drops
right after urinating?” These questions are similar to mea-
sures used in the 
 
















To gauge the social and emotional impact of UI, in-
continent respondents were asked to self-report the extent
of disturbance caused by the condition: “How much does
losing urine restrict your social activities—would you say
a lot, some, a little, or not at all?” “How much does losing
urine affect your feelings about yourself—a lot, some, a lit-
tle, or not at all?” These questions were chosen to repre-
sent one tradition of UI assessment. In addition, both
continent and incontinent respondents were asked three
general questions on subjective well-being: “Now I have a
few questions about the past week and the feelings you
have experienced. Please answer yes or no to the following
questions. Did you feel depressed much of the time during
the past week?” “Did you feel lonely much of the time
during the past week?” “Did you feel sad much of the
time?” These measures are based on widely used indica-




Covariates for the following analyses were selected





resent basic demographic variables (sex, age, and race),
education, social desirability response style, health status
(functional limitations and self-assessed health), and char-
acteristics of UI (frequency of loss, quantity of loss, and
urgency symptoms).
The tendency to provide a socially desirable response
was measured as the endorsement of zero through four





ment was measured as the number of activities of daily liv-
ing (ADLs) with which the respondent reported difficulty.
The ADLs included getting around the home, walking up
and down a flight of stairs, dressing, undressing, getting in
and out of bed, taking a bath or shower, getting to and us-
ing the toilet, and eating. This is a fairly standard set of




 Self-assessed health was repre-
sented in the analyses as a dichotomous variable (excel-
lent, very good, or good vs fair or poor).
Severity of UI included the self-reported frequency of
urine loss, defined as the number of days of urine loss in a
typical month, and the self-reported quantity of urine lost
on each occasion; categories of the latter were collapsed
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half cup, one cup, or more). Type of UI was defined as urge
and mixed versus pure stress and other types. This was de-
termined by respondents’ reports of the activities and cir-
cumstances leading to urine loss (see the Appendix for
question wordings and the classification scheme). We chose
to contrast urgency symptoms with all others (rather than
to differentiate stress, urge, mixed, and other UI) because





analyses of the data structure suggested that the urgency
items represented a common dimension; the other items
did not form interpretable groupings to the same extent.
Age, education, social desirability, functional impair-
ment, self-assessed health, frequency of UI, and quantity
of urine loss were coded so that a higher value indicated
more of the characteristic being measured. Sex was coded
1 for female and 0 for male, race was coded 1 for African
American and 0 for Caucasian, and type of UI was coded
1 if any symptoms of urgency were reported and 0 if no
 













Female (%) 48.60 79.18






















































African American (%) 6.37 6.93










































































































Excellent, very good, good (%) 84.74 73.69



























Frequency of urine loss (0–31)
Mean N/A 8.75 N/A
Quantity of urine loss
A tablespoon or less (%) N/A 84.65 N/A
More than a tablespoon (%) 15.35
Type of incontinence
Any urgency (%) N/A 75.0 N/A
No urgency (%) 25.0
Psychosocial outcomes
Incontinence restricts activities
Not at all (%) N/A 81.48 N/A
A little* (%)  8.41
Some* (%) 2.78
A lot* (%)  7.33
Incontinence affects feelings about self

















Yes (%) 14.37 20.59




























Yes (%) 9.57 23.15




























Yes (%) 12.37 19.65


































These categories were collapsed for subsequent analyses.
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urgency symptoms were reported. The UI-specific out-
comes were dichotomized to compare any social or emo-
tional impact of UI (coded 1) with no impact (coded 0).
One thousand four hundred and ninety-six respon-
dents completed the standard version of the supplement. A
shorter experimental version, which omitted the UI intro-





 The response rate for the total sample
was 58%. The data were weighted to adjust for the pur-
poseful overrepresentation of African-American respon-
dents and to correct for possible sources of bias such as
differential probabilities of selection at the household level,
nonresponse, and departures of sample distributions from
the underlying distribution, which are inherent in the sam-
pling process. Theoretically, weighting the data improves
our ability to generalize findings from the sample to the
population. Empirically, our investigations suggest that re-
sults from the weighted and unweighted data are not dra-
matically different.
The following analyses are based on the 1,116 conti-
nent and 206 incontinent African-American and Cauca-
sian respondents who received the standard version of the
questionnaire and had complete data for all of the vari-
ables in the models. The basic analytical strategy was to
regress the outcome variables on each of the potential pre-
dictors individually and then to build multivariate models









 The regressions were run using PROC LOGISTIC




Table 1 describes the sample in terms of predictor and out-
come characteristics by continence status. Consistent with
previous findings, the incontinent respondents were more
likely to be female, older, more functionally impaired, and
in poorer self-reported health than their continent counter-
parts. The incontinent respondents also reported slightly
less education. No significant differences between conti-
nent and incontinent respondents were found for race or
social desirability.
Results for the two UI-specific outcome measures in-
dicate that this condition had a negative impact on some
respondents’ well-being, but that the majority were not af-
fected. Eighty-one percent of the respondents said that UI
did not restrict their social activities at all, compared with
about 7% who said that it restricted their social activities
a lot. UI appears to have had somewhat more impact on
respondents’ emotional status. About 62% reported no
impact, whereas about 10% reported that UI affected their
feelings about themselves a lot. The two dimensions are re-
lated, but not redundant; there is a moderately strong pos-
itive association between UI restricting social activities and

















Interestingly, the impact of UI appears to be greater
when psychosocial well-being is assessed through the global
measures. The proportions of continent and incontinent re-
spondents reporting depression, loneliness, and sadness are
significantly different, with the incontinent respondents ex-
periencing more distress. As might be expected, the three
global measures are moderately interrelated and form a sep-
arate cluster from the two UI-specific measures (data not
shown).
Table 2 provides odds ratios and 95% confidence in-
tervals for pairings of predictors and outcomes for inconti-
nent respondents only. The broad dimensions of demo-
graphic characteristics, reporting style, health, and severity/
type of UI appear to be important determinants of social
and emotional well-being; race is the only variable that is









However, the variables to be included in the multivariate
models vary across the outcomes. There is not a consistent
set of predictors for either the UI-specific measures or the
global measures.
The results of the multivariate models are shown in
Table 3. Male respondents and respondents who lost more
than a tablespoon of urine at a time reported being more
socially restricted by UI. This pattern is repeated for the
impact of UI on feelings about oneself, although neither
variable reaches statistical significance. The only signifi-
cant predictor of that outcome is social desirability, with
respondents who scored higher on social desirability re-
porting less impact of UI. Younger age, lower education,
and poorer self-assessed health appear to be risk factors
for depression. Lower education and higher quantities of
 


















Sex 0.44 (0.20–0.97)* 0.65 (0.33–1.28)* 1.51 (0.64–4.02) 1.02 (0.47–2.36) 0.92 (0.41–2.23)
Age 1.03 (1.00–1.06)* 1.01 (0.99–1.03) 0.95 (0.92–0.98)* 0.99 (0.97–1.02) 0.97 (0.94–0.99)*
Race 1.94 (0.52–6.09) 0.53 (0.13–1.67) 1.38 (0.35–4.41) 1.34 (0.36–4.19) 1.07 (0.23–3.63)
Education 0.78 (0.67–0.90)* 0.92 (0.82–1.03)* 0.80 (0.69–0.91)* 0.84 (0.73–0.95)* 0.80 (0.69–0.92)*
Social desirability 1.10 (0.80–1.56) 0.79 (0.61–1.02)* 0.98 (0.72–1.35) 0.89 (0.66–1.20) 0.71 (0.52–0.97)*
Functional impairment 1.39 (1.17–1.66)* 1.19 (1.02–1.41)* 1.18 (1.00–1.40)* 1.15 (0.97–1.35)* 1.21 (1.02–1.44)*
Self-assessed health 0.29 (0.14– 0.61)* 0.47 (0.25–0.89)* 0.33 (0.16–0.68)* 0.54 (0.27–1.09)* 0.31 (0.15–0.64)*
Frequency of loss 1.06 (1.02–1.09)* 1.04 (1.01–1.06)* 1.03 (1.00–1.06)* 1.01 (0.98–1.04) 1.03 (1.00–1.06)*
Quantity of loss 4.12 (1.79–9.40)* 1.59 (0.74–3.43)* 2.04 (0.85–4.64)* 2.92 (1.30–6.48)* 1.63 (0.65–3.81)
Urgency symptoms 3.22 (1.22–10.96)* 1.81 (0.93–3.69)* 1.81 (0.79–4.65)* 2.10 (0.94–5.32)* 2.67 (1.08–8.01)*
 
Note: Entries are odds ratios (OR) with 95% confidence intervals (CI).
*P  .25.
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urine loss predict loneliness. The findings for sadness are
similar to those for depression, with the addition that re-
spondents who scored higher on social desirability re-
ported less sadness.
Table 4 parallels Table 2, but for the entire sample.
Here, the presence of UI replaces severity and type on the
list of potential risks for depression, loneliness, and sad-
ness. With the larger sample size, only two coefficients had
P-values greater than .25; age was eliminated from the
model for depression and race was omitted from the model
for sadness.
The resulting multivariate models are presented in Ta-
ble 5. Depression, loneliness, and sadness are all more likely
among female respondents, respondents who score lower
on social desirability, and less-healthy respondents. Depres-
sion and loneliness are also predicted by lower education.
Once these variables are controlled, UI is significantly re-
lated to loneliness, but not to depression or sadness.
DISCUSSION
Similar to the literature that gave rise to this study, pieces
of our findings could be used to support a range of conclu-
sions about the impact of UI on psychosocial outcomes.
When incontinent respondents self-assessed the extent to
which urine loss restricted social activities or affected their
feelings about themselves, the majority reported no adverse
consequences. However, a sizable minority indicated that
UI negatively affected their social and emotional well-being.
Moreover, the incontinent respondents reported being lone-
lier, sadder, and more depressed than the continent respon-
dents. When additional variables were controlled only lone-
liness remained significantly associated with UI.
Rather than picking among these findings for evidence
that UI is or is not a debilitating condition, we believe that
it is necessary to consider the results as a whole. Doing so
moves us beyond broad generalizations about the implica-
tions of UI toward a better specification of the factors that
contribute to or diminish quality of life. Two important
aspects of this task are: (1) to identify those incontinent re-
spondents who are at risk for psychosocial distress and (2)
to understand the relationship between UI and other deter-
minants of social and emotional state.
Regarding the first of these issues, Table 3 shows that
incontinent respondents who are younger, male, less edu-
cated, lower on social desirability, in poorer self-reported
health, or losing greater quantities of urine are more likely
to report psychosocial distress. Although these variables
are not consistently significant across the outcomes, they
do appear to be reasonable predictors. That is, these vari-
ables relate to the outcomes in ways that “make sense”
Table 3. Logistic Regression of Psychosocial Outcome Variables on Multiple Predictors, Incontinent Respondents 












Sex 0.31 (0.12–0.81)† 0.55 (0.26–1.16) * * *
Age 1.02 (0.99–1.05) * 0.93 (0.90–0.96)† * 0.96 (0.92–0.99)†
Education 0.85 (0.72–1.00) 0.94 (0.82–1.06) 0.78 (0.67–0.93)† 0.87 (0.75–0.99)† 0.78 (0.66–0.91)†
Social desirability * 0.74 (0.56–0.98)† * * 0.68 (0.46–0.99)†
Functional impairment 1.17 (0.94–1.47) 1.05 (0.87–1.28) 0.97 (0.78–1.19) 1.04 (0.85–1.26) 1.01 (0.81–1.25)
Self-assessed health 0.68 (0.27–1.79) 0.71 (0.34–1.50) 0.38 (0.16–0.89)† 0.75 (0.34–1.71) 0.40 (0.17–0.94)†
Frequency of loss 1.04 (1.00–1.08) 1.03 (1.00–1.06) 1.01 (0.97–1.04) * 1.01 (0.97–1.04)
Quantity of loss 3.47 (1.31–9.28)† 1.43 (0.62–3.25) 2.04 (0.74–5.43) 2.32 (0.99–5.35)† *
Urgency symptoms 1.62 (0.50–6.23) 1.28 (0.62–2.75) 1.90 (0.72–5.54) 1.58 (0.67–4.12) 2.63 (0.92–8.85)
Note: Entries are odds ratios (OR) with 95% confidence intervals (CI).
*Variable was not included in the final model.
†P  .05.








Sex 1.50 (1.10–2.04)* 1.87 (1.32–2.68)* 2.12 (1.52–2.99)*
Age 1.00 (0.99–1.02) 1.02 (1.00–1.03)* 1.02 (1.00–1.03)*
Race 1.46 (0.82–2.48)* 1.66 (0.90–2.91)* 1.32 (0.71–2.32)
Education 0.87 (0.82–0.92)* 0.84 (0.79–0.90)* 0.92 (0.86–0.97)*
Social desirability 0.81 (0.71–0.92)* 0.86 (0.74–1.00)* 0.90 (0.79–1.04)*
Functional impairment 1.26 (1.14–1.38)* 1.27 (1.15–1.40)* 1.27 (1.16–1.39)*
Self-assessed health 0.37 (0.26–0.52)* 0.36 (0.25–0.53)* 0.44 (0.31–0.64)*
Incontinence 1.55 (1.05–2.24)* 2.85 (1.93–4.15)* 1.73 (1.16–2.53)*
Note: Entries are odds ratios (OR) with 95% confidence intervals (CI).
*P  .25.
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(demonstrating a type of validity), given the conceptual
and empirical literature on UI.
Prior work suggests that the impact of UI is more neg-
ative for younger adults than for older adults.10,22,23 Invol-
untary urine loss is commonly attributed to aging and is
likely to be perceived as a normal condition for older
adults.24 A condition that is considered normal is less
likely to be socially or emotionally damaging than is one
that is viewed as deviant. Moreover, to the extent that
younger and older adults have different lifestyle prefer-
ences and obligations, there may be varying degrees of ad-
aptation to the condition.
A similar argument could be made for our finding that
incontinent men, compared with incontinent women, re-
ported more restrictions on social activities. UI is com-
monly associated with pregnancy and childbirth, such that
it may be viewed as a normal part of being female.24 More-
over, women’s experience with managing menstrual bleed-
ing could be extended to managing urine loss, furthering
the processes of normalization and adaptation.25 Interest-
ingly, two earlier studies did not find an association be-
tween respondents’ sex and the psychosocial impact of
UI.7,10 More research on the relationship between gender
and the psychosocial impact of UI is needed because the
majority of previous studies excluded men.
Respondents’ education appears to be an important
variable in epidemiological research on UI. Burgio et al.
found a relationship between education and UI which sug-
gested that more educated respondents may be more likely
to recognize and acknowledge the condition.26 Similar re-
sults were found by Fultz et al.27 More generally, the mis-
reporting of chronic conditions has been shown to vary by
respondents’ educational attainment, with less-educated
respondents tending to underreport.28 Furthermore, edu-
cation is an important predictor of socioeconomic status
and of cognitive functioning. Respondents who lack the fi-
nancial or cognitive resources to successfully manage their
urine loss are likely to find it more disruptive. This is con-
sistent with our finding that the less-educated incontinent
respondents reported more depression, loneliness, and sad-
ness than did the more highly educated incontinent re-
spondents.
Severe urine loss appears to have greater social and
emotional consequences than does mild loss. This corre-
sponds with findings from earlier studies,18,22,29 although
the relationship between objective indicators of severity
and perceived impact is known to be imperfect.3,30 More-
over, in keeping with results from a recent survey in Spain,31
we found that the volume of urine loss may be a more im-
portant determinant than the frequency of loss.
Using these data, we did not find the relationship be-
tween type of UI and psychosocial impact that others have
shown.18,19,23,29,32 Our classification scheme (urgency symp-
toms vs all others) did not group respondents into the
standard categories for type of UI (stress, urge, mixed,
other), which was a limitation of this study. In addition,
the choice of a different instrument to measure the impact
of UI (e.g., the Incontinence Impact Questionnaire33) might
have produced more-consistent results on this point (and
yielded different conclusions, more generally). It is also
possible that results from these analyses would have dif-
fered had we specified a longer time frame for the retro-
spective self-reports of sadness, loneliness, and depression.
Regarding the relationship between UI and other de-
terminants of social and emotional state, our findings are
somewhat mixed. The odds ratio for UI as a predictor of
loneliness remained significant in the multivariate model
but decreased from 2.85 (Table 4) to 2.10 (Table 5). For
sadness and depression, controlling demographic charac-
teristics, education, reporting style, and health status re-
duced the odds ratios for UI from 1.55 and 1.73 to a non-
significant 1.12 and 1.15, respectively (Tables 4 and 5).
This suggests that much of the apparent effect of UI on
psychosocial outcomes may be attributable to the other
variables in the multivariate models, with which UI is cor-
related. Additional variation might have been explained
had we also measured specific comorbid conditions. To do
so, however, would have placed too great a response bur-
den on the SCA participants.
Comparable results were found in earlier surveys.
Data from the MESA study showed that UI, particularly
severe UI, was weakly related to depression, negative af-
fect, and low life satisfaction. Those relationships were
partly explained by the fact that the incontinent respon-
dents were less healthy than the continent respondents.8
Using data from the East Boston component of the Estab-
lished Populations for Epidemiologic Study of the Elderly
(EPESE), Wetle et al.34 reported that difficulty holding








Sex 1.42 (1.03–1.97)† 1.52 (1.05–2.23)† 1.99 (1.41–2.85)†
Age * 1.01 (1.00–1.03) 1.01 (1.00–1.03)†
Race 1.26 (0.69–2.21) 1.42 (0.73–2.62) *
Education 0.89 (0.84–0.95)† 0.88 (0.82–0.94)† 0.96 (0.90–1.03)
Social desirability 0.76 (0.66–0.87)† 0.76 (0.65–0.90)† 0.83 (0.71–0.97)†
Functional impairment 1.15 (1.04–1.28)† 1.14 (1.01–1.27)† 1.19 (1.07–1.32)†
Self-assessed health 0.53 (0.36–0.79)† 0.60 (0.39–0.94)† 0.62 (0.41–0.96)†
Incontinence 1.12 (0.74–1.68) 2.10 (1.38–3.16)† 1.15 (0.75–1.73)
Note: Entries are odds ratios (OR) with 95% confidence intervals (CI).
*Variable was not included in the final model.
†P  .05.
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urine “all of the time” or “most of the time” was strongly
associated with experiencing four or more symptoms from
the 10-item version of the Center for Epidemiologic Stud-
ies—Depression scale. Again, the relationship diminished
considerably in multivariate models that included other
health and behavioral conditions. Dugan et al.35 found
clear evidence that UI is related to depressive symptoms in
older adults, but they noted, “Depressive symptoms ap-
peared to be influenced by gender and physical health to a
greater degree than UI.”
Interestingly, a survey of participants in the University
of Pittsburgh Healthy Women Study found that UI related
to only one out of 12 measures of self-consciousness, so-
cial anxiety, trait anxiety, self-esteem, depression, tension,
or anger.36 Participants were screened to exclude women
with hypertension and those taking medications for many
common chronic conditions. That health status was al-
ready controlled in this study may explain why bivariate
relationships between UI and social and emotional well-
being were not evident.
Our expectation that the UI-specific measures, com-
pared with the global measures, would suggest that the
greater impact of UI was not upheld. Moreover, taken to-
gether, our findings do not support the hypothesis that UI
has a major independent effect on social or emotional sta-
tus. This does not mean that UI is inconsequential for ev-
eryone who experiences it. Using either approach to as-
sessing the psychosocial impact of UI, there is evidence
that—for some individuals—involuntary urine loss can be
debilitating. This is consistent with findings that interven-
tions for UI can improve patients’ well-being.11,29
What we wish to stress is that a focus on UI, in isola-
tion from comorbid conditions, may be shortsighted. UI is
associated with a constellation of physical and behavioral
factors that can impose a social and emotional burden.
Even though the direct impact of urine loss may be minor
in many cases, patients’ reports of UI should alert clini-
cians to the importance of considering the totality of the
patients’ quality of life.
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APPENDIX
Urinary Symptoms Typology and Response Frequencies
Next I’ll read you a list of things that some people say can cause them to lose urine beyond 
their control and wet themselves. Tell me whether each one has caused you to lose urine in 
the past 6 months.
Yes (%) No (%)
Coughing hard? 56.1 43.9
Sneezing? 51.4 48.6
Lifting heavy things? 19.6 80.4
Bending over? 9.4 90.6
Vomiting? 14.7 85.3
Straining to do something like opening a jar or pulling a heavy object? 13.3 86.7
Laughing? 39.4 60.6
Walking briskly or jogging? 18.4 81.6
Straining if constipated? 21.7 78.3
Suddenly having the feeling that your bladder is very full?* 55.7 44.3
Getting up from a bed or chair? 23.9 76.1
Hearing or feeling running water?* 26.5 73.5
Suddenly finding that you are losing or about to lose urine with very little warning?* 44.6 55.4
Arriving at your door or putting your key in the lock?* 30.2 69.8
Not being able to wait at least 5 minutes until it is convenient to go to the toilet?* 38.8 61.2
Note: N  206. Questions were asked of incontinent respondents only.
*Answering “Yes” is an indicator of urgency.
